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1) By afilxing my signature or lhumb impression on this Form, I iApplicant) hereby agr€e & authorise Koshika Foundatlon and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & detiaih of the "purpose', fo. which slch assistancs is requ€sted/gcnted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievemenls- Such use of my photo & details can be rnade by Koshika Foundation before or after my treatment or fulfilment of lhe 'purposs'
for which assislance is being requested.
2) I (Applicant) further agree thal any such use of my name, address. photo & details of the 'purposo', for wtich suct assistanc! is rsqugsted/grant€d.
will not automatically entitle me for roceiving or continuing the said sssistance. The decision for granting and/or continulng the assistsncr will r8st solely
with the Trustees of Koshika Foundation, and th€ir decision is this rsgard will be final and acceptable to mo.
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financaal assistance trom Koshika Foundation. we
(Hospital) hereby affirm E accept following.
1) lhat we neither are presently nor will in future avail ot financial assistance rrom another NGO or any other source, for th€ same patignvcas€, as w€ ar€
requesting lo get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. It thg request€d assistance is not granted
by Koshika Foundation, in part or in full. then the Hospital reserves it's right to makg up the shortfall from another NGO or any other source. This
conlirmation essentially states that the Hospital will not avail any duplicst€ assistancs for the sam€ pationucas8 from any other NGO or 8ny othe, sourc€-
2)The assistance from Koshika Foundation is only financial in naiure. The choice of the keatmenuprocedure advised/clnduc{€d by the Hospitalon the
patient. is based on the anang€ment betwoen the patient & the Hospital, and is in no way inlluencsd by Koshika Foundation. Henc8, th9 Hospital will
assume sole & compl€te responsibility of the treatmenl & it's outcome & safety ofthe patjent, and Koshika Foundation will have no role or rgsponsibility
in lhe malter.
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oECLARAIO by APPLrcA T: qri(6 !r0 slcqr [{:
I ) I hereby confirm tEl all datails in this Fonn aro True to the besl of my knowledge. Any false statEment will render my Appticalir & ongoing asshtance, if any,

liable for rejecliodcancelhtbn.
2) I solemnly confirm thal assistance. if received from Koshika Foundaton. will be usgd only for the 'purpo6€", as stated ih this Form, for whirr such assisiancs
was requested by me.
3) I hereby cufrm that I have nol & will not in future, availof reimbursement, an part or in full, from any other source,/employer/in$,rranc€ company, ot the amou
for which this assistance rs requesled
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